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AUTHORIZATION TO RELEASE INFORMATION

Instructions:  This form allows the release of information about a recipient of services under Title 33, Tennessee
Code Annotated and the privacy notice required by the Health Insurance Portability and Accountability Act of 1996
(HIPAA), as amended.  I understand that this authorization is voluntary, and that if the person or organization
authorized to receive the information is not a health plan or health care provider, the released information may no
longer be protected by federal privacy regulations (HIPAA).

I,_____________________________________________  _____________, authorize
Print name of service recipient          Date of birth

                                                                                                                                                                        
Print name of agency/program and address making disclosure

to disclose to_________________________________________________________the
Print name and address of person or organization to which disclosure is to be made

following information:                                                                                                                                  
Nature of information, as limited as possible

                                                                                                                                                                                                        
                                                                                                                                                                                                        

The purpose of the authorized disclosure is to:                                                                                         
Purpose of disclosure, as specific as possible

                                                                                                                                                                                                        

I understand that I may revoke this consent in writing at any time except to the extent that
action has been taken in reliance on it, and that, in any event, this consent expires automatically
as follows:                                                                                                                                                       

Specify the date, event, or condition
________________________________________________                                                             
Signature of service recipient who is 16 years of age or older Date

(Blanks must be filled in before signing)

*Signature of individual acting on behalf of the service recipient if the individual is:  (1)
the parent, legal guardian, or legal custodian of a service recipient who is under 18 years of age;
(2) the conservator or guardian for the service recipient; (3) the guardian-ad-litem of the service
recipient but only for the purposes of the litigation in which the guardian-ad-litem serves; (4) the
attorney-in-fact under a power of attorney who has the right to make disclosures under the
power for the service recipient; (5) the executor, administrator, or personal representative on
behalf of a deceased recipient; and (6) the treatment review committee, acting within the
authority and scope of §33-6-107, Tennessee Code Annotated.   The signature of any individual
other than a parent of a child is insufficient to permit release of information unless the individual
intending to act on behalf of the individual produces proof of her or his authority to act on behalf of
the service recipient.

________________________________________________                              __________________
Signature of individual acting on behalf of the service recipient* Date

(Blanks must be filled in before signing)

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION

**If a service recipient gives oral consent or signs with an X, the form must be signed by two (2) witnesses:
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